Background: In any community mothers and children constitute an important and priority group especially in developing countries like India where, their numbers (constituting up to 2/3 rd of total population), vulnerability to morbidity and mortality (constituting as special risk group) and amenability to prevention of ill health and mortality, to a large extent, makes them candidate for special attention. By improving health of mothers and children in any society we contribute to a large segment of general population and it is because of this special and usually combined health services for mother and child, the Maternal and Child Health (MCH) Services are considered globally more so in developing countries. The main aim of MCH Services remains to ensure that, throughout pregnancy and puerperium, every mother maintains optimal health and at the end of pregnancy we have a healthy mother and a healthy baby and promote the child health throughout the infancy and childhood. Delivery of MCH services to the vast majority of rural communities has been through Sub-centers that are manned by two Multipurpose Health Workers (one male and one female [ANM]) and cover a population of 5000 in plain areas and 3000 in hilly or difficult terrain areas. The functions of female worker are mainly confined to Maternal and Child health (essential obstetric care, new born care, child health promotion, family planning, health education.
Introduction
In any community mothers and children constitute an important and priority group especially in developing countries like India where, their numbers (constituting up to 2/3 rd of total population), vulnerability to morbidity and mortality (constituting as special risk group) and amenability to prevention of ill health and mortality, to a large extent, makes them candidate for special attention. By improving health of mothers and children in any society we contribute to a large segment of general population and it is because of this special and usually combined health services for mother and child, the Maternal and Child Health (MCH) Services are considered globally more so in developing countries. [1] Since the problems affecting mothers and children are multifaceted and multi-factorial and continue to remain of serious magnitude (especially in developing world) and thereby a major public health problem, the present strategy of providing
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comprehensive and integrated package of essential health services through primary health care approach remains the essence of response from any government for better coverage and utilization. To make this strategy effective the services need to be made universally available, affordable, and acceptable to this segment of population. [1] The main aim of MCH Services remains to ensure that, throughout pregnancy and purpuerium, every mother maintains optimal health and at the end of pregnancy we have a healthy mother and a healthy baby and promote the child health throughout the infancy and childhood. Delivery of MCH services to the vast majority of rural communities has been through Sub-centers that are manned by two Multipurpose Health Workers (one male and one female [ANM] ) and cover a population of 5000 in plain areas and 3000 in hilly or difficult terrain areas. The functions of female worker are mainly confined to Maternal and Child health (essential obstetric care, new born care, child health promotion, family planning, health education. [2] The goal National Rural Health Mission is to improve the availability of and access to quality health care by people especially for those residing in rural areas, the poor, women and children. [3] It is widely believed that utilization of antenatal care services contributes to improved maternal health, because the visits include advice on correct diet, the provision of iron and folic acid tablets, and tetanus injections to pregnant women, in addition to medical care. High utilization of antenatal care facilities is known to be associated with low parity and adverse obstetric history, short distance to health care facilities, and literacy but studies conclude that utilization of maternal services in rural areas is mainly driven by socioeconomic factors such as media exposure, standard of living and education, and much less by physical access and availability of health care and family welfare. [4] It has been suggested that one of the best things that antenatal care could accomplish is to influence women to have an institutional delivery with a trained attendant at birth, a factor known to promote child survival and decrease maternal mortality.
Materials and Methods
Kashmir division at the time of study had 883 sub centers. A sample of 40 sub centres was obtained by multistage sampling procedure as per following methodology. The sample size was obtained by calculating number of mother child pair beneficiaries to be interviewed for assessing utilization of maternal and child health services as per following calculations. N=Z 2 P (1-P)/d 2 , Where N = sample size; Z = statistic for a level of confidence; P = expected prevalence or proportion; d = precision.
For a level of confidence of 95% Z value is 1.96, P = 0.25, d = 0.05. The sample size thus equals 576 after multiplying by a design effect of 2 as is required for multi-stage sampling & cluster sampling. We thus selected approximately 600 plus mother beneficiaries. To interview 600 plus mother child beneficiaries, it was decided that 15-20 mother child pairs residing around each sub centre will be covered, thus giving a minimum of 40 sub centres (5% of 883 sub centres in Kashmir Division). The sub centres were then selected by using multi stage sampling. The Multi Stage Sampling for selection of sub centres was done as under:
Stage-I: Kashmir valley was divided into eight districts administratively and 50% of the districts were randomly selected for the study. Stage-II: All the medical blocks in the selected district were enlisted. 50% medical blocks from each district were selected using simple random sampling technique thus giving a total of eight blocks.
Stage-III:
In the next stage sub-centers in each block were listed and randomly 5% of the functional subcenter was drawn to get the final list of sub centres as per population proportion sampling technique. So eight sub centres were selected from district Anantnag, twelve sub centes were selected from district Baramulla, nine sub centres were selected from district Bandipora, eleven sub centres were selected from district Budgam. Thus the study was conducted in 40 subcenters of the Kashmir valley.
List of household from the villages of the selected sub-centre was procured and home to home interview of mother's was conducted. Data was also conducted by interview from MPHW's placed at sub centers.
Study Units
The study units for observational study were the selected Sub centers, their female multipurpose workers & mother beneficiaries residing around the sub-centre.
Statistical Analysis
The Data obtained was described as Mean ± SD and percentages. MS Excel Minitab, java stat and SPSS Software version 14.0 was used for data analysis. Table 1 shows the age distribution of the beneficiaries (mothers).Majority of the women i.e. 37.1% were in the age group of 25-29 years followed by 31 % in 20-24 yrs and 14 % in the 30-34 yrs. Just 7.7 % were below 20 yrs. Mean age of the studied mothers was 26.6 ± 5yrs, the mean age at marriage was 23.0 ± 55 and mean marriage duration was 3.5 ± 1.7 years. Table 3 shows that average family size of the studied beneficiary was 6 with more than half (57.3%) of the families studied having a family size between 6-8 and another 20.2% with family size of > 8. The average number of children in the family was 3 with more than half (53.4%) of the families having 2 or less than 2 children and about 20 % having more than 3 children. Table 4 , the child beneficiary's characteristics, showed that 86.7% of the children studied were above 2 years of age, 7.7% were in 1-2 yrs and only 5.51% children were infants. 52.6% of children were males while 47.4% of the children were females. 49.92% of children belonged to 1 st order birth followed by 27.57% in 2 nd birth order, 14.6% in 3 rd and rest 4 th or above. Table 5 shows utilization of Antenatal services by studied mothers. Out of the total 671 mothers studied 640 (95.4%) beneficiaries had received any antenatal check-up while 4.6% had not received any antenatal check-up. Only 17.18 % of the females had gone to the sub centre for any antenatal check-up while majority of the women i.e. 31.25% of the women preferred to go to a SDH / CHC for antenatal check-up and another 19.68 % to a private doctor/facility. 9.84 % of the mothers had received antenatal care in first trimester at sub centre with only 4.53% of them coming during 2 nd trimester for antenatal check up at the sub centre and 2.8% of the women going in 3 rd trimester to a sub centre for antenatal check-up. Only 10.3% of the women had greater than 3 antenatal check-ups at the sub centre while 5.46 % had received 3 antenatal checks up and another 1.4 % had less than 3 antenatal check-ups at sub centre. MPHW (Female) was the service provider for antenatal care in only 3.1% of cases while 86.4% of the women preferred a doctor for antenatal check-ups. 78.9% of the females had received a dose of tetanus toxoid at sub centre while 60.62% had been prescribed Iron / folic acid prophylaxis for anaemia at sub centre but only 38.1% of the respondents had been actually given iron -folic acid at the sub centre. Only 4.68% of the respondents had their weight ever recorded at the sub centre. While blood pressure and blood tests were not recorded at any sub centre. 42.18% of the women received advice regarding diet, personal care, delivery care or new born care at the sub centre. Table 6 shows natal care utilization. The natal care observed among beneficiaries (mothers) showed that only 5% of the deliveries were conducted at the sub centre, 30.8 % were conducted at CHC, 17.28% at PHC, about 3% at home, while 34.7% of the deliveries were conducted at a tertiary care hospital and 8.49% in other places (private nursing homes). Out of total women beneficiaries, 8.6 % (58) had their delivery conducted by ANM (MPHW-F), 7% by LHV, another 5.51% by TBA while 58.27% of the deliveries were conducted by a doctor. Rest were conducted by untrained /unskilled personnel. All the deliveries conducted at the sub centre i.e. 34 were full term normal vaginal deliveries. Table 7 shows post-natal care utilization (maternal-attributes).It shows that only 6.7% of the delivered women had a postal natal visit by an ANM at homes.70.3% of the mothers had been advised for rooming in of their infants after delivery and 38% mothers were advised for weaning instructions. Only 5.21% mothers were advised for post natal check-up and 18.77% were given iron folic acid tablets. Table 8 shows the post natal care (child attributes). It shows that 58.27% of the women had received breast feeding advice at the sub centre while 75.8% of the babies had breast feed as their first feed.74.2% of the women had been given the advice to breast feed their babies within the first hour of birth. 81.77% of the respondents had been advised to breast feed their children for > 6 months of age while 16.69% had received advice to breast feed the baby for six months. Table 9 shows Child services utilized at Sub centre. 40.5% i.e. 272 of the total mother's studied had taken their children for immunization at the sub centre. Approximately the 67.66 had received complete immunization at the sub centre only. But only 7.15% of the studied children had received vitamin A prophylaxis at the sub centre. Treatment for diarrhoea and RTI was received by only 11.3% of the children at sub centre by ANM, while 6.25% of the children were treated at home. Only 121 out of the total 671 (18.0%) mothers had received ORS for their children at the sub centre. 49.92% of mothers had received advice regarding admitting their children at the Anganwadi centre by the ANM. 11.5% of the ANM's had referred children to the nearest Anganwadi Centre. Only 5.3% of the respondents were satisfied with MCH services provided at sub Centre. Table 10 shows Family Planning Services utilization amongst mothers studied. It shows that 95.8% of the respondents had any knowledge about the family planning. 71.5% had a felt need for family planning. 27.57% of the respondents had knowledge of 2 methods of planning while 26.9% of the respondents had knowledge of 3 or > 3 methods.36.36% of the respondents were using I.U.D's as method of family planning while 17.73% of the respondents reported using female sterilization as the method of family planning. Oral pills contributed to 32.78% of the usage while barrier methods & male sterilization were reported by 2.98% of the subjects. 36.8% of the mothers reported using any contraceptive for less than 3 months while only28.16% of the women studied had been using contraceptives for >6 months duration at the time of study.18.6% of the women reported taking help from ASHA about contraception. The availability of family planning services at the sub-centre was dismal 34%. Only 14.15% of the women were satisfied with family planning services available at the S/C. About 5.36% of the respondents sighted non-availability as the reason for not using family planning. 19.22% wanted more children while 13.26% had fear of side-effects & another 13.4% had objection from the husband as the main reason for not using any family planning method.
Results

Discussion
The functioning of the peripheral most public health unit i.e. 'Sub-centre' in health care delivery system for delivery of primary health care services can be assessed by two main indicators, the "coverage" and "utilization". Utilisation depicts whether the beneficiary who live near a health facility actually go there for availing the services and if they go then are they satisfied with the services provided. The utilization therefore is a complex behaviour phenomenon related to availability accessibility, affordability & quality of health services. [5] [6] [7] Besides it also requires trained and skilled manpower, good infrastructure with logistics support, a two way referral system and above all people's participation for its optimal utilization and desired coverage from any health facility. So a detailed understanding of current status of utilization of health services in Kashmir was imperative in view of massive inputs from currently introduced RCH (RCH-I, RCH-II) & NRHM program activities particularly after a turmoil period (of decade and a half Yrs), which had slowed down or even reversed earlier gains in various public sector activities including health sector development particularly in Kashmir division of Jammu and Kashmir state. Ironically absence of health related indicators due to nonavailability of 1991 census and NFHS-II data from Kashmir division of J&K (since both these activities could not be undertaken in Kashmir division during turmoil period) made it difficult to assess the trends in health services coverage and utilization at peripheral care level. It was observed that 95.4% mothers were attending 'any health facility' to utilize the available antenatal services. This is highly encouraging sign and sounds good utilization of ANC among studied population compared to 77% reported figures from NFHS-3 and even an improvement over 66% ANC among mothers availing this facility just over a decade back as per NFHS -II. Studies in India from Swami et al 1997 [8] and Chandrasekhar S et al 1998 [9] have observed 95.8% and 96 % utilization of ANC respectively, while Aggarwal et al 1997 [10] reported 75% cases utilizing antenatal care. Of the 640 cases that availed antenatal services, 24.21% had received the ANC at primary health centers (PHC's), while 31.2% had their ante-natal check-ups done at Sub-district or district hospital located in their home districts. About 20 % had preferred private clinics. Only 17.1% of the females had gone to the nearest Sub centre for ante-natal check-up. This shows that women prefer a better health facility for an antenatal check-up which is preferably nearer. Low utilization of ante-natal services at Sub centre by just 17.1% (110) mothers& only 8.18% pregnant mothers going there for three or greater than 3 antenatal visits at with 57.27 % registering in 1 st trimester and 3.12 % receiving antenatal care from MPHW (f) at the S/C is in no way encouraging sign about the utilization of the sub centre health facility in any village.
In general 78.9 % mothers had been immunized during pregnancy and 60.67 % had received iron /folic acid tablets for prevention of anaemia. The utilization of iron /folic acid tablet supplements as prophylaxis against anaemia among pregnant women seems satisfactory (60.67%) from available health facilities around. The 'overall utilization' of iron-folic acid tablets from 'any health facility' is comparable if not better to studies from Aggarwal O.P. et al (1997) and Lingaraju M. et al 1996 [11] who observed 75 % and 88% of pregnant women receiving iron and folic acid from 'any health facility' in their studies respectively. Lal S 2001 [12] in his study also found a poor utilization of iron-folic acid amongst 5.8% pregnant females from the sub centers in Rhotak, while Pinjra R et al 2007 [13] in their study reported observed coverage of IFA prophylaxis as 39.5%. one of the reason for poor utilization of iron and folic acid supplements from sub centre in the present study may be attributed to poor demand shown by the beneficiary as a result of health worker's inability to motivate beneficiaries due to poor IEC activities by sub centre despite having good stock of iron folic acid in health units observed in the present study
Because of overall good antenatal care coverage, reasonably better percentage (78.9%) of the pregnant mothers had received Tetanus Toxoid (TT) immunization from Sub centre in the present study and the utilization is comparable to NFHS-III data reporting 81.3% TT immunization for our state as against 76.3% for the country.
Some studies have observed weight recording upto 29.5% Lal. S 2001 [12] by MPHW (F) at the sub center. However it was encouraging to observe that information/advice on diet, personal care, delivery and new born care (provided to 42.1 %) was provided to mothers that helps in removing apprehensions and wrong beliefs for making better decision or modifying ones behaviour during pregnancy. The present study observed that more than 87.84 % deliveries took place in 'any health facility'. Lal S 2001 [12] in his study observed institutional deliveries to be only 14.5% in Rhotak, whereas Ahmed P et al 2007 [14] in a local study done in Budgam district of Kashmir found that 44% of the deliveries were institutional but none was conducted in sub centre. Consistent with the observation that majority of deliveries were being conducted in referral hospital/nursing homes, more than half (58.27%) deliveries were conducted by the doctors. Sagir Afrin 2009 [10] in his study reported that 96.1 % of the deliveries were conducted in the hospitals of which 81.1 % were conducted by doctors while a similar study by Agarwal P et al 2007 [15] reports that only 68.2% of the deliveries were conducted by doctors, however the national estimate for the same is only 35.2%. Surprisingly almost 29 % of mothers in our study had opted for traditional dais (20.5%) or relatives (8.64%) for conduct of their deliveries. This may be due to prevalent cultural practices, faith, and round the clock availability of such manpower or even sheer ignorance of facilities among pregnant mothers that encourages them to have non institutional deliveries by traditional people.
The lack of Post Natal Care (PNC) at Sub centre remains an important issue and missing link for addressing maternal mortality, morbidity or identifying high risk mothers for immediate care. Utilization of postnatal care, as assessed by various services received soon after delivery, showed that only 6 % mothers had been visited by HWF, 18 % mothers had received post-natal ironfolic acid from Sub center and only 5 % mothers had been visited by HWF during purpuerium.
Utilization of family planning services showed that 95.8% of the women were knowledgeable on family planning that was consistent with reported J&K NFHS-3 data. Almost 98 percent of women in age 15-49 had been told about one or more methods of contraception and >50% females knew 2 or > 2 methods of contraception. Twothirds of currently married women admitted having used family planning method sometime in their life. While our study found that 66.3% of the couples were using any method of contraception at the time of study, about 20.7% of the couples were using permanent method. According to DLHS-2, 2002 DLHS-2, -2004 findings of J&K it was seen that use of any modern method of family-planning was to the tune of 52.1% but the provisional results of DLHS-3 reveal that the use has decreased to 41.2% i.e. a drop of 10%.
Immunization recognized as one of the outstanding public health successes in reducing childhood mortality in developing countries has saved millions of children who would have otherwise died from vaccine preventable diseases (measles, tetanus) able to lead healthy lives because of efforts over the past three decades. In present study we observed that about 40.53 % took their child to the sub-centre for immunization of which proportionally 67.66% of the children had received complete immunization at the subcentre, however a substantial number i.e. 32.3% were not completely immunized. A dismal percentage (7.15%) of mothers agreed that their children had received Vitamin A prophylaxis at the sub-centre. The immunization coverage was consistent with NFHS-3 findings for our state. Lal S 2001 [12] in his study reported that 95% of the sub-centres studied had provided Vitamin A prophylaxis to children. In our study we found out that more than 65% of the mothers took their child to any govt. health facility for treatment of diarrhoea and respiratory tract infection out of which 11.3% of the mothers took their child to the sub-centre for treatment. Only 18.0% of the mothers agreed that ORS was provided at the subcentre. Bukhari. S et al 2008 [18] reported that 88.56% of the children sought treatment for illness, out of which 47.78% went to a public health facility, only 6.45% went to a health worker (sub centre) and 48.8% of the diarrhoeal children were not given ORS at all. [18] However, NFHS-3 data from J&K state reports that 40.6% of the children were given ORS during diarrhoea. The reason for poor utilization of child health services from sub centre might be because the HWF lacks skills and knowledge for dealing with these childhood illnesses or at the time of need the health care provider or the facility is out of reach since 77.5% of them (sub centres) had reported having ORS packets in their supplies.
Conclusion
In conclusion the study shows that despite recent efforts to augment the health infrastructure, manpower and providing logistic support to the health sector under different national programs, our sub centres (the first health contact for delivering the health care in a community) are still lacking some basic facilities, fall short of logistic support, have lopsided staff with lack of supervision. Utilization of ante-natal services is very low, intranatal is almost non-existent, post natal maternal services are decimal but child health services and some components of family planning services are being utilized from sub centers and FMPW don't visit home. MPHWs should use their skills for service delivery and outreach should be provided by a community-level worker. Besides strengthening of sub centre (and other public health system) with better infrastructure preferably a Govt. building and augmentation of supplies, physical facilities, there is lot of scope to hold "outreach activities/sessions" of MCH care once a week (fixed day) at sub centre from PHC to ensure recognition and support of the sub centre as an important "health delivery unit" that is still missing for better utilization and coverage of services Sub centre to be strengthened by posting a team of two MPHWs, both trained in midwifery skills, with one being present at the centre and one providing outreach services on a rotating basis.
